Racial disparities in health in the United States have been well documented, and federal initiatives have been undertaken to reduce these disparities. One of the first federal initiatives to bring awareness to racial disparities in health was the 1985 Report of the Secretary's Task Force on Black and Minority Health, which highlighted the need for programs and policies to address disparities in health within the United States. 1 Many initiatives have followed.
The most recent federal initiative is Healthy People 2010, which consists of 2 main goals, 28 focus areas, and 467 objectives. One of the main goals is the elimination of health disparities within the United States. 2 This builds upon one of the goals from Healthy People 2000, which aimed at the reduction of health disparities. 3 Interestingly, although the reduction and elimination of health disparities are declared priorities, there are few reports that comprehensively examine progress in this area by analyzing changes in multiple indicators. In 2001, Silva et al. published a study of 22 health status indicators in Chicago, Illinois, and compared outcomes for Black and White people between 1980 and 1998. 4 An important contribution in this area came from Keppel et al. in 2002 when they evaluated the Healthy People 2000 goal of reducing health disparities at the national level by examining progress in reducing disparities among the 5 largest racial/ethnic groups in the United States for 17 health status indicators between 1990 and 1998. 5 The analysis revealed that for the majority of indicators, racial/ethnic disparities had declined over the period on the national level. However, a comparable Chicago-specific analysis by Margellos et al. focusing on non-Hispanic Black-non-Hispanic White disparities found that although the majority of Black-White disparities narrowed nationally between 1990 and 1998, the opposite was true in Chicago with the majority widening over the same interval. 6 First, we wanted to determine whether the Black-White disparity within each of 15 health status indicators had widened, narrowed, or stayed the same over a 15-year period in Chicago and in the United States. Second, we wanted to determine whether, taken together, there was a general shift toward widening, narrowing, or no change in the Black-White disparity in Chicago and the United States. This updates the work of both Keppel et al. and Margellos et al. to consider progress toward reducing and eventually eliminating BlackWhite disparities nationally and in Chicago for 1990 to 2005, thus adding a 7-year update to each of these previous reports. The analysis of national progress serves as a benchmark to examine Chicago's progress within a national context. 
METHODS

Measures Employed
The 10 indicators of mortality are ageadjusted with the 2000 US population as the standard and are expressed per 100 000 population (or per 100 000 women for female breast cancer). We employed the corresponding International Classification of Diseases, Tenth Revision (ICD-10) codes, 7 listed in Table 1 .
Because 1990 cause-specific mortality data were generated with International Classification of Diseases, Ninth Revision (ICD-9) codes, 8 we used an age-specific comparability ratio formula designed specifically for transforming age-adjusted rates 9 from the ICD-9 to ICD-10 coding so dividing the number of infant deaths in a given year by the number of live births in that same year. Low-birthweight (< 2500 g) babies and women with no prenatal care in the first trimester are expressed as percentages and are restricted to the population for which data regarding birthweight status and trimester of care were known, respectively. The 2 communicable disease incidence rates, for tuberculosis and primary and secondary syphilis, were calculated per 100000 population (unadjusted for age).
Chicago Data
Communicable disease data were derived from their respective registries maintained by the Chicago Department of Public Health. All other Chicago numerators were abstracted from the vital records (birth and death) files maintained by the Illinois Department of Public Health. 
Analysis of Trends
To measure disparity we calculated the percentage difference between the non-Hispanic Black and non-Hispanic White rates for 1990 and 2005. The sign of the percentage difference is positive if the non-Hispanic Black rate is higher than the non-Hispanic White rate and negative if the non-Hispanic White rate is higher than the non-Hispanic Black rate. The disparity is widening if the percent difference is getting larger and narrowing if the percent difference is getting smaller (regardless of sign).
Statistical Analyses
To determine whether a disparity widened or narrowed significantly between 1990 and 2005, we calculated a 2-sided z score by using a bootstrap technique developed by Keppel et al. 12 and examined the corresponding P value for the z score. To measure the significance of the overall trend between 1990 and 2005 in each location, we calculated a binomial probability of the trend. This measures the probability that the observed number of disparities (among the 15 indicators) would move in the observed direction by chance. A P value of less than .05 was considered significant for all analyses. (Table 2) , 7 significantly (all-cause mortality, cancer mortality, lung cancer mortality, motor vehicle crash mortality, percentage low birthweight babies, percentage no prenatal care in the first trimester, and primary and secondary syphilis case rate). During the same time period, the disparities widened for 6 of the 15 measures, 5 significantly (heart disease mortality, female breast cancer mortality, diabetes mortality, suicide mortality, and tuberculosis case rate). Although the disparity in the suicide mortality rate did widen, this was mostly because of an increase in the non-Hispanic White rate, which disguises the fact that the non-Hispanic Black rate actually decreased slightly during this period. The disparity for infant mortality remained virtually unchanged. Table 3 presents results for Chicago. The non-Hispanic Black rate was higher than the non-Hispanic White rate at both time points for 13 of the 15 indicators, with the exceptions being suicide mortality at both time points and the primary and secondary syphilis case rate in 2005. For the vast majority of the indicators, the rates for both non-Hispanic Black and nonHispanic White people improved over the time period. Among non-Hispanic Blacks, the only indicator that worsened was percentage of lowbirthweight babies, which increased only slightly (1.3%). For non-Hispanic Whites, diabetes mortality increased slightly (1.8%), the primary and secondary syphilis case rate increased dramatically (480%), and the percentage of low birthweight babies also increased (18.8%). Disparities narrowed for 4 of the 15 measures, 2 significantly (percentage of low birthweight babies and, primary and secondary syphilis case rate). The narrowing of the disparity in the percentage of low birthweight babies is misleading however, in that the rates for both groups increased from 1990 to 2005 with the non-Hispanic White rate increasing more drastically than the non-Hispanic Black rate, resulting in a narrowing of the disparity. In addition, disparities widened for 11 of the 15 Continued measures in Chicago, 5 significantly (all-cause mortality, heart disease mortality, female breast cancer mortality, percentage with no prenatal care first trimester, and tuberculosis case rate). We also examined whether there were discernable trends in the disparities by using a binomial test, independent of individual health status indicator significance. For the United States, there was no significant trend among the 15 health status indicators toward either narrowing or widening (P = .85). For Chicago, there was a marginally significant trend toward widening (P = .06).
RESULTS
DISCUSSION
Since 1980 the United States has proclaimed an explicit commitment to improving health for all groupings of people. More recently the reduction and eventual elimination of disparities has been touted as a major goal, with 1 specific area of focus being disparities by race and ethnicity. 2, 3 Although it is common for racial and ethnic disparities to be examined for selected health conditions, [13] [14] [15] only rarely have researchers examined several simultaneously. [4] [5] [6] [16] [17] [18] In response to this situation, we examined progress toward the elimination of racial disparities in health for the United States and Chicago by examining non-Hispanic Black and non-Hispanic White rates and percentage differences in rates for 15 health status indicators for 1990 and 2005.
For the United States, we found that the percentage difference narrowed significantly for 7 of the 15 health status indicators over this 15-year interval, whereas 1 other health status indicator improved but not significantly. Thus, only about half of the health status indicators moved toward equality over the interval. However, even when moving in the desired direction, the progress was generally slow. Movement in the opposite (widening) direction was about the same (Table 2) . Indeed, there was no significant trend toward overall improvement (P = .85).
Matters are even worse in Chicago, where 11 of the 15 measures of disparity widened, 5 significantly. The other 4 disparities narrowed, but only 2 of them narrowed significantly. It is instructive to look at some of these disparities individually. For example, in 1990 the nonHispanic Black all-cause mortality rate was 36% higher than the non-Hispanic White rate; by 2005, the disparity had widened to 42% (P < .001). In other words, non-Hispanic Black health worsened relative to non-Hispanic White health over an interval when the United States was prioritizing the reduction and eventual elimination of health disparities. As another example, in 1990 the breast cancer mortality rate was 20% higher in non-Hispanic Black women; in 2005 it was 99% higher (P < .001). This is nearly a 5-fold increase in the level of disparity. Disparity in mortality from heart disease, the leading killer of people in the United States, also increased over the interval. In 1990, non-Hispanic Black people were 8.4% more likely to die of heart disease than nonHispanic White people; by 2005 the disparity had increased to 24.3% (P < .001).
Interestingly, when health status indicators that were narrowing were examined at 4 time points (1990, 1995, 2000, 2005) , the overall trend was not consistently linear, suggesting that disparities were generally stagnant and no progress was being made toward elimination even among health status indicators that narrowed between 1990 and 2005. This is consistent with a previous report that estimated that non-Hispanic Black-non-Hispanic White disparities in life expectancy will never be eliminated if current trends continue. 19 When we generated such comparisons in an earlier paper comparing 1990 and 1998, 6 the data painted a gloomy picture; but now, 7 years later, these 15-year comparisons suggest an even bleaker reality. Not only are we generally not eliminating disparities (Healthy People 2010 goal) in either the United States or Chicago, but in the majority of cases we are not even reducing them (Healthy People 2000 goal). Stated starkly, we are either stagnant or are moving in the wrong direction. This is especially poignant given that these health status indicators were measured and evaluated during years when the economy was generally expanding and before the economic difficulties facing the country as we write. The sharp downturn in the economy that we are now facing will likely lead to further exacerbations of racial disparities in health. [20] [21] [22] The contrast between the minimal progress being made by the United States as a whole toward the reduction or elimination of racial health disparities on the one hand and the backward propulsion of Chicago on the other is a matter of great concern. There are 2 broad sets of explanations for this. The first is that urban areas in general may be doing worse in reducing or eliminating racial health disparities. The second is that Chicago is faring worse than most in its efforts to reduce or eliminate disparities. These are empirical questions that await further analysis. One piece of information that we have gathered from our work in breast cancer mortality disparities 23 research into other contributing factors of racial disparities in health has shown that racism also plays a role because of the stress that is generated by perceptions of racism 26 and many other structural issues. 16, 27, 28 Racism on a societal level can lead to segregation, which in turn can affect education opportunities and available resources, and consequently socioeconomic status. 29 In fact, studies have shown that racial segregation in health care 30, 31 and housing 16, 32 are prominent causes of poor health for those who are segregated. Interestingly, Chicago is one of the most segregated cities in the country. 33 We also note here the relevance of evaluating the progress being made on reducing the health status indicator disparities for geographic units below the national level. Important insights can be gained from understanding how cities, states, urban areas collectively, rural areas, etc. are progressing. Yet, we are not aware of any other report that addresses this question. Indeed, insights would be even more likely if other cities would replicate disparities studies such as the current one. For example, how do racial disparities vary between Chicago and New York or among the 10 largest cities or in rural areas? Such analyses offer us the potential to gain a better understanding of how we might eliminate disparities, and for this reason we hope that such research will be forthcoming.
Another reason for such study at the local level is that results offer the possibility of catalyzing action. It is one thing to document disparities at the national level but quite a different matter to present them for a given city. For example, when our prior analysis was published 6 the media attention was substantial, [34] [35] and a city-wide disparities conference was held, sponsored by the Institute of Medicine-Chicago and stimulated in large part by that article. Perhaps the most notable finding that led to action was the racial disparity in breast cancer mortality. 23, 36, 37 In addition to gaining media and community-wide attention, it also led to the formation of the Metropolitan Chicago Breast Cancer Task Force, 38, 39 which is mobilizing to eliminate disparities in breast Continued health in the area. This organizing has been in direct response to the kind of local-level data presented in Table 3 .
Findings of this nature should provoke us to think about what can be done to ameliorate disparities like these. Such a question must be posed-and answers provided-if we are to make progress in this area. To render thinking about this issue manageable we should begin by realizing that there are 2 large sets of causes of these disparities-distal (fundamental or upstream) ones and proximal (downstream) ones. The fundamental ones involve structural issues such as racism, poverty, and so on. [40] [41] [42] These in turn generate the proximal causes including segregation, 33 substandard housing 43 and schools, 44 poor health care, 45, 46 etc. Although ultimate solutions will depend upon us altering the fundamental causes, by fighting to eliminate (for example) racism and poverty, 47, 48 we must also devise programs and interventions to deal with disparities in health conditions 1 disease at a time and on the ground, starting now. Various community-based organizations, academic institutions, and public health agencies have been attempting such work in areas ranging from HIV 49 to pediatric asthma 50 to the fight against racial disparities in breast cancer mortality. 51 If disparities are to be eliminated, effective approaches need to be quickly disseminated and widely implemented in areas where the need exists, and policy supporting the replication of effective interventions must be developed. Two observations seem relevant here. First, of all recent times these will no doubt be among the most difficult in fighting disparities as resources for interventions and new programs, both public and private, shrink. Second, it is essential that, even when we are able to create and sustain effective interventions that will ameliorate health disparities, we keep in mind the importance of the fundamental causes making such programs necessary and the need to eliminate these fundamental causes to build a healthier society.
Methodological Considerations
There are methodological considerations relevant to this analysis. To begin with, there are various ways to measure disparities in health with advantages and disadvantages to each method.
12,52-55 Our rationale for examining disparities by using relative differences for adverse events over time and using White as the reference group, while also reporting absolute rates, was 2-fold. First, this type of analysis illuminated our research questions and was congruent with published literature regarding suggested methods to examine disparities. 53 This methodology was also chosen in an effort to be consistent with a national-level analysis by Keppel et al., which also measured health disparities within the context of Healthy People 2010 goals.
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There is also a caveat to using ''widening'' and ''narrowing'' when one describes a disparity between 2 groups. It is possible that absolute rates among each group may not be declining to create a ''narrowing'' disparity. For example, there was a narrowing of the non-Hispanic Black-non-Hispanic White disparity in percentage of low birthweight babies for the United States. However, the rate within each group actually increased from 1990 to 2005. Thus, improving health within each group and reducing disparities between groups can, but do not always, align. This is why we included the absolute rates for Blacks and Whites at each time period in our analysis so that divergence in these 2 concepts, when applicable, could be identified. Furthermore, for a few of the health status indicators, the group with the lower rate was not Whites (United States: suicide mortality, motor vehicle crash in 2005; Chicago: suicide mortality, primary and secondary syphilis in 2005), which makes the percentage difference negative and changes the interpretation of the percentage difference.
There may be a bias in the 2005 US estimate regarding the proportion of women without prenatal care in the first trimester. This is because of the fact that the method for reporting this measure has been revised and in 2005 there were only 37 states reporting this measure consistent with 1990 methods. It is not possible to determine the extent to which the reduction in states reporting may bias the findings in 2005 and, thus, affect the change in disparity over time for the United States.
As mentioned in the Methods section, the method for calculating infant mortality differed between Chicago and the United States. The Chicago analysis utilized unlinked files, whereas the US analysis utilized linked files. Because our analysis is focused on measuring relative differences over time within each location, the use of differing methods for different geographic areas is unlikely to affect our findings for this measure.
Sexually transmitted disease reporting also tends to be incomplete and biased. 56 Generally, cases among patients attending public sector clinics are more likely to be reported, and the population attending public sector clinics often differs in its racial/ethnic distribution from that of private clinics. Consequently, it is likely that rates used for primary and secondary syphilis are biased toward a smaller rate for the non-Hispanic White population. However, our main purpose in this analysis was to examine trends over time, and we have no reason to believe that this bias would change over the time period for our analysis, which makes it unlikely to affect our conclusions regarding trends in disparity over time for this measure. This analysis is also limited in scope because we did not examine trends for other racial groups or Hispanic ethnicity. In Chicago it is not possible to examine trends for racial groups other than Black and White because of the small size of these other populations, which 
Conclusions
Our analysis suggests that after 15 years of time and effort devoted to reducing and eliminating disparities at both the national and local level, disparities persist and are in some cases widening. We view this paper as a wake-up call for us to mobilize ourselves to produce a genuine movement and strategy for reducing disparities. It is clear that if we do nothing, we will be discussing similar failures 15 and even 50 years from now. j
